that older people with mental health problems who live at home, and their care partners, make up a silent group with few healthcare requirements (McCormack & Skatvedt, 2016; Skatvedt & Andvig, 2014) , possibly indicating that this care partner group hesitates to ask for help and instead chooses to carry out care tasks themselves.
Figures from Norway for 2009 estimate that around 100,000 man-years of care are provided by care partners, accounting for roughly half of all care in private homes (Rønning, Schanke, & Johansen, 2009 ). Corresponding figures vary widely across Europe, but there is no doubt that care partners constitute an indispensable resource (Garms-Homolová et al., 2012) .
In this study, the term "care partner" is used instead of the more commonly used term "caregiver." Both terms are used to describe the person who gives care, but care partner implies greater trust, equality and a shared experience (Eilers, 2013) . Furthermore, the term "service user" is consistently used to describe the person receiving assistance from home care services.
| Background
The experiences and needs of care partners have been widely studied over the last few decades (Barnes, Given, & Given, 1992; Thomas, Morris, & Harman, 2002; Tønnessen, 2016; etc.) . In an earlier systematic review, however, we reported that, despite extensive research on care partner's needs, care partners still have several unmet needs, ranging from practical help, like information and training, to emotional support (Anker- Hansen, McCormack, Skovdahl, & Tønnessen, 2017) .
Furthermore, we reported the lack of research on the care partners of older people with mental health problems who receive home care services. It is reasonable to suggest that care partners' experiences and needs can differ in accordance with the service user's diagnosis, and the study suggested that research should be undertaken on the needs of care partners of older people with mental health problems (Anker-Hansen et al., 2017) . Care partners are in general described as a silent, invisible group that lives in the shadow of the patient (Skatvedt & Baklien, 2017; Tønnessen, 2016) . This study will contribute to new knowledge of these key actors whose contributions are of major importance, both socioeconomically and for the individual care recipients (Hulme, Carmichael, & Meads, 2016; Fjørtoft, 2009 ).
| Home care services
In Norway, home care services are publicly funded and free of charge. All patient and healthcare user groups have the same legal right to necessary health and care services, including people with somatic or mental health illnesses, substance abuse problems, injuries or disorders and disabilities or social problems (Municipal Health Service Act 2011, Section 3). Necessary healthcare is defined as preventive health services, treatment of disease, including emergency medical services, medical habilitation and rehabilitation, nursing and care services. This universalistic approach to healthcare is also known as the Scandinavian or the Nordic welfare state model (Barth, Moene, & Wallerstein, 2003) .
Home care services operate within this system. "Home care services" is an umbrella term for various kinds of services, such as healthcare, activities of daily living (ADL) assistance and domestic aid, all of which are performed at the home of the service user (Genet, Kroneman, Chiatti, Gulácsi, & Boerma, 2012) . The focus of this study is on care partners' experiences with home care services. This care includes the healthcare, ADL assistance, nursing and medical help that is provided by professional carers such as Registered Nurses and care assistants.
To get help from the home care service, the service user must apply for the needed service. An executive officer assesses the application against the applicable legislation and decides whether the What does this research add to existing knowledge in gerontology?
• This research adds knowledge about care partners of older people with mental health problems; their experiences and what needs they have for support in their care roles.
• The findings revealed that care partners lack basic knowledge about legal rights, and they get limited or no information from home care services.
• The care partners of older people with mental health problems request little help and support and they silently accept a large share of the responsibility for their relatives.
What are the implications of this new knowledge for nursing care with older people?
• The results can help to improve support for this care partner group through better understanding and knowledge of their needs.
• Home care services can support care partners by meeting the needs, especially psychosocial needs of the service users, provide more information and offer respite care solutions.
How could the findings be used to influence policy or practice or research or education?
• This study promotes an understanding for decision makers as well as service organisations of how care partners of older people with mental health problems can be supported in their roles.
• A correlation is necessary between what is communicated at the system level and the means of realising this in practice for home care to meet care partners' needs.
• Further research should explore the needs of the care partners of older people with mental health problems from the perspective of staff in home care services.
person is entitled to services. All applicants are entitled to a legal administrative decision, where the reasons for granting assistance or for refusal are justified (Municipal Health Service Act 2011).
| Mental health
According to the World Health Organization (WHO), health is "a state of complete physical, mental and social well-being and not merely the absence of disease or infirmity" (WHO, 2006) . Physical and mental aspects are considered to be equal in this definition, but patterns of care show that many older persons receive little or no help with their mental health problems (Briseid, 2017; Skatvedt, Andvig, & Baklien, 2015) . Although depressive disorders tend to increase in older adulthood (Pradeep & Sutin, 2015) , they are underidentified and under-recognised (Crowther, Scogin, & Norton, 2010) .
The mental health problems of older people are often attributed to the inevitability of ageing (Butler, Lewis, & Sunderland, 1991) , but research shows that these disorders are not part of the normal ageing process (Segal, Qualls, & Smyer, 2011) .
The term mental health problems is used for a variety of conditions or diagnoses that are characterised as affecting people's cognitive, social and emotional functioning. The term thus covers a wide range of conditions, from mild depression and anxiety to complex psychiatric diagnoses such as schizophrenia and bipolar disorders (Folkehelseinstituttet, 2016) . International patterns show that depressive disorders and anxiety disorders are two mental health problems that are found to have the highest incidence in both American and European studies. This is in accordance with figures from the Norwegian population, which show that the most common forms of mental health problems are depressive disorders, anxiety disorders and alcohol-related disorders. About 25% of the Norwegian population will be affected by an anxiety disorder, and 20% will be affected by depression. There is, however, limited knowledge about the occurrence of these disorders in different age groups (Reneflot et al., 2017) . In this study, the service users mainly experience anxiety and/or depression.
Mental health services policy has changed substantially in recent decades. As with other healthcare services, it is desirable that mental healthcare takes place in the person's home and/or through outpatient services (Segal et al., 2011) . In practice, this mainly applies to younger service users (Engedal, 2003; Skatvedt & Andvig, 2014) . There is no standard for the provision of such services to older people in their own homes (McCormack & Skatvedt, 2016) , and home care services is often the agency that provides assistance to this patient group. However, although home care services are intended to meet the needs of this patient group on a day-today basis, the mental health needs are often overlooked, because specific care tasks are prioritised (Tønnessen, 2016) . This results in care partners being left responsible for an important portion of the work that should be taken care of by home care services, for instance, emotion work. Emotion work can be defined as the "activities that are concerned with the enhancement of others' emotional well-being and with the provision of emotional support" (Erickson, 2005: p. 338 ). Emotional support can be given, for example, through paying close attention when a person expresses their innermost thoughts, encouragement through challenging times and recognition of feelings, even if they are not shared (Simpson & Acton, 2013) .
Care partners also do practical work. Examples of practical tasks performed by care partners include, for instance, washing clothes and dishes, preparing food and assisting with personal hygiene needs. Nurses in home care services state that they depend on help from care partners to ensure that the service users get the help they need (Tønnessen, 2016) . Moreover, caregiving tasks are often juggled with other responsibilities, and the care partner role has been referred to as "the 36-hour day" (Mace & Rabins, 2006) .
Previous studies also show that caregiving often takes place at the expense of care partners' own health and well-being (Hansen, Jakobsson, & Slagsvold, 2017) . This is referred to as caregiver burden in the literature, and it describes the negative impact of caregiving, such as anxiety, stress, emotional exhaustion and burnout.
Caregiver burden is described as a universal phenomenon that occurs for care partners worldwide (Chadda, 2014) . Furthermore, research suggests that care partners caring for a person with mental health problems experience inadequate service assistance compared to those caring for a person with a physical disability (Vecchio, Stevens, & Cybinski, 2008) . This is also pointed out by Skatvedt and Baklien (2017) , who suggest that this may coincide with ageism and the health care staffs' low ranking of mental health problems.
When older people with mental health problems are treated as a low priority group, it is reasonable to believe that this will also have a negative impact on their care partners. Other studies conclude that care partners have several, continuously unmet needs, and there is a lack of support from the municipal health services in meeting these needs (Anker-Hansen et al., 2017; Wester, Larsson, Olofsson, & Pennbrant, 2013) . This study promotes an understanding for policymakers in municipalities as well as service organisations in regard to how care partners can be supported in their roles. The findings are discussed in a broader perspective, drawing upon the system level as an important premise provider for home care services' ability to meet the identified needs.
| THE S TUDY

| Aims
The aim of this study was to explore the lived experiences of the care partners of older people with mental health problems living at home with assistance from home care services. The study aimed to answer the following research questions:
1. Do the care partners of older people with mental health problems experience collaboration with home care services? 2. What do the care partners of older people with mental health problems need from home care services in order to cope with their responsibilities?
| Design
The study design was informed by hermeneutic philosophy, with data collection undertaken through individual semi-structured interviews with six care partners. Hermeneutics offers an interpretive lens in creating new understandings of persons' lived experiences (Holroyd, 2007) .
| Description of the hermeneutic approach in this study
This inquiry was framed by Gadamer's philosophical perspective on hermeneutics. Gadamer did not offer a methodology or a method for developing an understanding of a text, and, on the contrary, he explicitly rejected hermeneutics as a method (Gadamer, 1996) . According to Kinsella (2006) , the goal of a hermeneutic approach is "to seek understanding, rather than to offer explanation or to provide an authoritative reading or conceptual analysis of text" (p. 7). This understanding is informed by each individual's contextual factors, such as culture, gender and situation in time; "We are historical creatures, we are always on the inside of the history that we are striving to understand" (Gadamer, 1998: p. 28) . From this comes Gadamer's (1996) This study was completed as part of the first author's PhD research. Furthermore, the research group included two professors and one associate professor, all of whom are experienced qualitative researchers. The authors' professional pre-understandings are grounded in nursing science and professional practice in nursing, teaching and research. The first author has been working in two different home care districts over a period of 20 years. This background enabled a thorough insight into the prevailing conditions experienced by service users and care partners. A disadvantage, on the other hand, was possible prejudices. In order to minimise this effect, the first author documented personal reflections in order to encourage reflexivity and to acknowledge the assumptions and preconceptions brought into the research. Before interviewing the care partners, the two main prejudices were that care partners, to a small extent, experience good collaboration with home care services and that they, as other care partner groups, have many unmet needs. The reason for this was the first authors' experience from home care services, where care partners seldom were seen as important collaborators. On the contrary, they could be perceived as being demanding if they got "too involved" and had many (but usually reasonable) requests on behalf of the patient. Also, there were never any reflections about what services home care could offer the care partners.
Other prejudices were examined through personal reflections and were discussed, mainly with one member of the research group (S. T). The goal was to get past these preunderstandings to be able to look for surprises in the material and to search for opinions and experiences that did not confirm the preunderstandings. 6.
Two members (C.A-H. and S.T) of the research team performed the
analysis. First, a naive reading of the interviews was done, and reflections were written down. Then, the material was read repeatedly to gain a thorough understanding and overview of the content. To get an understanding of the whole text is an essential starting point, as this will influence the understanding of the parts of the text (Fleming, Gaidys, & Robb, 2003) . Throughout this reading, the focus was on the meaning of the text in the context of the research questions. In the next step, the parts of the text were examined, and by moving back and forth through the text, multiple themes and sub-themes were identified.
These were in turn discussed in the research group and were transformed into a clear set of meaningful units (Table 1 ). In accordance with the hermeneutic circle (Gadamer, 2004) , the parts were seen in relation to the whole text, which in turn contributed to a greater understanding of the text as a whole. Through the discussion, the preunderstandings were challenged, which also led to a deeper understanding of the text (Gadamer, 2004; Fleming et al., 2003) .
Additionally, all members of the research group read large parts of the data that provided the basis for the analysis. There was agreement that the findings emerging through the analysis were supported by the data. Lincoln and Guba (1985) use the term "trustworthiness" to explain different issues concerning the quality of findings. According to them, trustworthiness involves establishing four criteria: credibility, transferability, dependability and confirmability, which are consistent with a Gadamerian research process (Fleming et al., 2003) . Lincoln and Guba (1985) offer different techniques to establish each criterion, and Table 2 lists the strategies applied to ensure rigour in this study. In addition to this, emphasis was placed on reflexivity throughout the research process. According to Parahoo (2006) , reflexivity involves, among other things, a reflection of one's own values, views and preunderstandings that might affect the interpretation process.
| Establishing trustworthiness
| Participants
The setting was two rural home care districts, one in a large 1 municipality and the other in a small one, both located in the southeastern part of Norway. A purposive sample was recruited from the two municipalities. The final sample consisted of six care partners between 44 and 89 years of age, three from each municipality. Additional characteristics of the care partners are presented in Table 3 .
The final sample consisted of only men, which was unintended.
The inclusion criteria for participation in the study were as follows:
(a) Being a close care partner of the older person (>65 years) with mental health problems living at home and receiving home care services, (b) having some kind of interaction with home care services and (c) being able to understand the given information.
It was challenging to recruit care partners, and this took place through an extensive process, which included the use of secondary data 2 to obtain the final selection. The secondary data were from the large municipality and had been collected during a previous action research project. 3 The aim of the earlier project was to develop municipal health services for older people with mental health problems who were living at home. 4 Three of the care partners who participated in the project met the inclusion criteria for this current project, and the collected data were compatible with the aim of this study.
In the large municipality, potential care partners were contacted by one of the researchers while visiting service users with home care staff. In the small municipality, eligible care partners were requested to participate by the home care staff. An unknown number of care partners were contacted, but few agreed to participate. Two reasons for this were given: the care partners were exhausted or were too busy for an interview. In the end, six care partners agreed to participate in the study.
| Data collection
Semi-structured interviews were conducted during the period from there is a fixed truth, which is not compatible with the interpretative approach of this study (Dowling, 2004) . However, one participant requested the opportunity to read through the transcribed interview. He read the transcript but had no remarks about the content of the interview. PhD studies. The focus of the interviews was on the lived experience of the care partners related to their caring role. See Table 4 for examples of questions.
TA B L E 3 Demographic characteristics
Interview schedules were used, but there was also flexibility to explore issues that came up in the conversations. The secondary data were evaluated to determine whether they met the quality requirements of the current study as well as the methodological criteria of good scientific practice (Hox & Boeije, 2005) .
One theoretical consideration raised by the use of the secondary data was the different focuses of the two projects. However, it was agreed by the research team that, although collected for different purposes, the secondary and primary interview data were all hermeneutic in nature and so were appropriate for use in the current study.
| Ethical considerations
Ethical approval for the projects was granted by the Norwegian Social Science Data Services (NSD) (approval numbers 44722 and 242181). According to NSD, no further approval is necessary for the use of secondary data. Permission to conduct the study was provided by the head of the home care services. An information meeting with the staff was arranged, where written information was also provided. The care partners received information about the study, anonymity, confidentiality and their right to withdraw from the study at any time without giving a reason. The participating care partners signed a consent form. All data material was treated according to recommended procedures.
| FINDING S
A total of six male care partners participated in this study, comprising three spouses and three sons. The spouses lived together with their wives, and the sons lived near their parents. The study care partners ranged in age from 44 to 89 years. They had all been the closest care partners of an older person with mental health problems for many years. The findings are presented in three themes with sub-themes, which emerged from the data material through the analysis (see Table 5 ).
The main findings indicate how care partners function as invisible cornerstones. In general, there is a silent acceptance of the situation, even though many care partners experience severe burdens in their care giving. They need to push to get the help they are entitled to, and many of them go without help for years. Different dimensions of the collaboration are described, spanning a contrasting continuum. Common experiences, for example, include lack of structure and lack of flexibility in the service delivery. The care partners take on unwanted roles, and emotional work is a common experience in the care partner role.
| Invisible cornerstones
The care partners had low expectations of home care services and patience with the lack of resources. One care partner explained how his brother consistently made supper and put it in the fridge, hoping that the staff could find time to sit down with their mother while she ate:
Even though it's their task (to make supper)..., he says, When the care partners pointed out areas with potential for improvement, it was on behalf of the service user, not on their own behalf. This one-sided focus was also apparent in relation to the home care service: only one care partner expressed that he felt acknowledged by the home care staff. This man, who described himself as a professional care partner, grew up with a father with mental health problems. He explained that he had taken care of his father from childhood to adulthood. When he finally was granted assistance from home care services two years earlier, he said that they were very caring and helpful, both towards him and his father. The fact that this care partner had been struggling alone for so many years may have been why the home care staff took care of him and took full responsibility for his father's needs for help, through which the care partner felt acknowledged. It may also possible that he got the same help and care as other care partners, but perceived it in a different way due to the lack of help over a number of years.
In general, there were a few explicit requirements of the home care service, and the overall attitude was gratitude for the help received or acceptance of the current situation. Another common factor among care partners was the amount of time that passed before they sought and received help. Eventually, when they sought help, it took time to be heard and to receive the necessary help. Some care partners even felt that they had to push to get the help they were entitled to:
They did not really realize how wrong it actually was, it seems like the more you push for it, the more help you get… (Care Partner 1, son).
In some cases, the service user fell physically ill before the care partners took on a more demanding attitude. This care partner also described how he confronted the home care after his mother had lost 40 kg:
I called and said, "Now, now it's going in the wrong direction…if you don't do anything now, she's not going to live until Christmas" (…) and then action was suddenly taken (…) (Care Partner 1, son).
Another care partner told a similar story. His mother had progressive mental health problems over a long period and was severely restrained by her condition. Only when she became dehydrated and was hospitalised was help received:
When she got admitted to the hospital for rehydration, then things happened quickly (Care Partner 6, son).
Several care partners pointed out that, despite needing help to look after their relatives, they repeatedly had their applications rejected by home care services. The repeated rejected applications, the challenges faced to access entitled and necessary care incited a sense of powerlessness in the care partners. They felt powerless in providing direct care to the service users. They felt powerless in relation to the home care services. They felt powerless against the very system that is supposed to aid them. It appears that they gave up hope for help in relation to their relatives' mental health problems, and only when the service user's physical health deteriorated did they demand help.
All care partners in this study said that their relatives eventually got help from home care services. Even though the care partners had a silent acceptance of the lack of help, they clearly faced insufficient help and struggled on their own with an unreasonably high care burden. In this study, spouses especially highlighted the experience of being stuck in the situation:
That's really some of the worst, because she doesn't want me to leave her, you know, and then you run and arrange stuff with a guilty conscience (Care Partner 2, spouse).
Another spouse described how he preferred to stay at home than to leave with a guilty conscience, though it generated negative emotions:
You become so thoroughly fed up (...) stuck all the time (Care Partner 5, spouse).
As we see in this section, it appeared that the care partners experienced insufficient or untimely help, while at the same time expressed satisfaction with the service. An ongoing experience was that the care partners expressed satisfaction with home care services, until more direct questions were asked. Only then came criticism, which was often followed up with statements like "but otherwise I am content." This may stem from a fear of criticising home care services, or the time perspective could contribute to this appearing as contradictory. For most care partners, the negative experiences were in the past, and their current experiences were mostly positive. Another possible explanation is that the care partners do not want to appear as vulnerable and helpless and therefore make the situation look easier than it actually has been.
| Dimensions of collaboration
There was a lack of flexibility in the available services. Both municipalities offered day care services, for example, which were built on the "one size fits all" principle. For various reasons, several service users in home care were not satisfied with this service, but there were no other options. Furthermore, a lack of structures for collaboration between care partners and home care services was identified in the data material. One care partner was asked whether he was involved in the decision-making processes:
Care partner: No, not at all (laughing), it is not possible for me to have a say at all I think, haven't noticed that yet (Care Partner 4, spouse).
This care partner was not content with the lack of inclusion in decision-making processes. However, here, as in the rest of the interview, he expressed that "things are as they are," like he was not in a position to change the status quo. Again, the issue of powerlessness appears, as it seems like the care partner found that his opinion was not of any importance to the staff in home care
services.
Several care partners had experienced a high number of carers involved in the care for the service users. One care partner mentioned the consequence this had for his mother: she felt insecure with strangers in the house. None of the care partners criticised this directly, and most adopted an attitude of understanding and sympathy for the challenging workload in home care. One care partner even felt sorry for the home care staff:
Poor them, they have so much to do! (Care Partner 5, spouse).
The care partners wanted more information exchange with the staff in home care. One care partner kept a book in which both parties could write down messages. This improved the information exchange and collaboration, but he said that his critiques were ignored. Hence the communication was improved concerning neutral or positive issues, but the ignoring of the criticism indicates a lack of accountability from the home care staff.
Another care partner expressed satisfaction with the collaboration, though he never heard anything from home care. This limited information was also demonstrated through care partners not knowing what rights they had. Several had never heard of benefits to which they were entitled, and relevant services such as mental health teams were unknown to most care partners.
The experience of collaboration was spread over a contrasting continuum, from the experience of powerlessness to satisfaction.
One care partner struggled without help from home care services for years. When he finally got help, they took on full responsibility and he expressed gratitude towards home care:
It almost feels like being in heaven in some areas, it is unimaginably liberating to get away from some of the practical burdens (Care Partner 3, son).
Another care partner had an opposite experience:
Uh, the collaboration (laughs a bit), yes, no, well, actually I think the collaboration is bad (Care Partner 4, spouse).
Further on in the interview, this care partner elaborated on this statement. He explained that he did not experience the home care service as being trustworthy, and he thought the service provided was insufficient:
They do stop by, but they are most interested in giving her tablets, and then... they are done with her for the day. That's it (Care Partner 4, spouse).
Here is another example of a situation that may stem from poor communication between the care partner and the home care staff and that might have been avoided through clarification of the services provided by home care. However, it can also be seen from another perspective, where the main problem is not what is done, but how it is done. Through the home care staffs' focus on handing out tablets with apparently little interest in the person receiving the drugs, the care partner may have experienced an objectification of his wife, which in turn may have led to an overall negative experience of home care services.
| Unwanted roles
The care partners talked about the importance of having ordinary family relations, where they could keep their respective roles, either as a son or a spouse. One son described it this way:
Home care services help us almost 100% and it is much nicer in a way, because now we can go to visit
Father in a completely different way than before, (…) a fairly normal family visit (Care Partner 3, son).
For several care partners, it was important to avoid having to switch roles. They wanted to not have to parent their parent or spouse but to stay in their original family role. The switching of roles involves emotional work, which is the last identified sub-theme. Some of the care partners described challenging experiences in their care partner role. One care partner said that his mother would call him "twenty-one times a day," and explained his reaction to this:
(…) There are times I have thought to myself, oooohhh, how lovely it would have been to step on that phone, but somehow you can't do it (Care Partner 1, son).
Another care partner had a similar experience and pointed out how tiring it was to constantly answer the same question:
She may ask for a thing about a hundred times a day, you know; you get tired of that! (Care Partner 2, spouse).
One spouse described another situation that involved emotional work. His wife lived with severe depression and daily expressed a wish to die. When talking about this, he admitted it was a very challenging situation, but he emphasised his own good mood and how he used it to cheer her up. This can be seen as an expression of how he performed the emotional work towards his wife. He kept a cheerful facade where the focus was to improve her mood but admitted that the situation was difficult. At the same time, he expressed that they were doing well and could not complain. The only thing he missed was a person who could help his wife with her mental health problems. His wife received help from home care services once a week; otherwise, he helped her with everything, including preparing food, assisting with personal hygiene and supporting her with her mental health needs. He was more than 90 years old. This silent acceptance of the large share of the responsibility for his wife can be linked to a sense of powerlessness as previously described. Another explanation is that caring is accepted as a family duty.
One final remark is that despite the difficult emotional work some of the care partners did, none of them asked for emotional support from the home care staff.
| D ISCUSS I ON
The results suggest that there is a kind of societal acceptance of the restricted services from home care. This concerns the help provided, the content of the services, the lack of psychosocial support and the limited collaboration experienced. Most of the care partners seemed to silently accept the situation they were in, even though many of them performed difficult work, both emotionally and practically.
Furthermore, many of the care partners reported problems attending to activities outside the home, and several of them seemed to experience powerlessness in their role.
From the data, we can identify two significant issues that underpin these findings: one is associated with challenging male carer roles and the second is associated with policy and strategic decision-making. Evidence suggests that men and women approach their caring roles differently, that is, female carers are more emotion oriented, whereas male carers are more task oriented (Robinson, Bottorff, Pesut, Oliffe, & Tomlinson, 2014; Simpson & Acton, 2013) .
Historically, caring practice has been considered "women's work" (Russell, 2001) , and women have thus been seen as emotional managers of the family (Simpson & Acton, 2013) . Some of the study findings are in line with this view. For instance, when the care partners were asked about the care they provided, their main focus was on practical issues. This was the case for all the care partners, both the spouses and the sons. It was also clear that several care partners were in emotionally challenging care situations, but none of them expressed a need for emotional support. To the extent that they expressed any needs, these mainly concerned the need for help for the service user. This is in line with Fromme et al. (2005) , who also found that male care partners are less likely to report caregiver strain or feelings of burden, which they explain through traditional views of masculinity. On the other hand, the explanation may simply be that they do not know they can ask for emotional support. However, the focus of the care partners was to remain in original family roles and to avoid a typical caring identity. Nevertheless, they were forced into caring roles where they provided traditional feminine tasks, emotion work and intimate care.
In the caring role, men find themselves in the same powerless position traditionally held by women (Vianello, 2015) . The power issue may not be so much about gender as about the nature of care, which in general holds a low status (Lynch, Baker, & Lyons, 2009 ). What may differ because of gender, however, is the attention and support that male carers get. If they are seen through male gender stereotypes as being dominant, ambitious, independent and confident (Eagly & Karau, 2002) , this can affect the kind of support they are given. This, however, remains assumptions, as research into male care partners' experiences still is somewhat underdeveloped (Greenwood & Smith, 2015) . Earlier studies suggest though that men are less likely to ask for either practical or emotional support (Baker, Robertson, & Connelly, 2010; Thomas et al., 2002) , which is also the case in this study. Furthermore, evidence suggests that home care staff experience the same kind of powerlessness as do care partners. The staff comprises mostly women, who in general have low levels of power, authority and status in their position (Vike, Bakken, Brinchmann, Haukelien, & Kroken, 2002) . Due to the hierarchical organisation structure and culture in home care services, they lack influence concerning priorities and resources and have few opportunities to shape and change their situation (Tønnessen, 2011 (Briseid, 2017) . The focus on effective, task-oriented organisation that has evolved in home care services over the past decade is a reflection of the focus of policymakers, managers and decision makers (Kirchhoff, 2010; Vike et al., 2002) . The welfare state has a capacity problem, where there is a gap between the number of tasks the state can attend to and the ability and the will to realise them (Vike, Debesay, & Haukelien, 2016) . Staff in first-line services take responsibility for what the municipalities are committed to doing, but they lack the financial resources to implement. According to Tønnessen (2016) , nurses in home care use rationalisation as a priority strategy when meeting care partners. The capacity of the service governs the offer that is given, not the care partner or service users' needs (Tønnessen, 2016) . Thus, at the point of intersection of care partners' needs and capacity of home care, it appears that care partners are the losers, which is consistent with the findings of this study.
Many of the care partners talked about the rationing of services, although using a different vocabulary. Most visible is how they were offered only a "limited menu of services" (Tønnessen, 2016) and lacked basic information about legal rights. It took a long time for them to get help with their care responsibilities, and when the help was initiated, their own needs were overlooked. Furthermore, the psychosocial needs of the service users were not prioritised by the home care staff, thus placing this responsibility on the care partners (Briseid, 2017) . Skatvedt and Baklien (2017) argue that care partners are in "triple trouble" in terms of getting support and attention, because the ones they care for are old, are women and have mental health problems. This resonates with the findings in this study, where the data highlights how the care partners were able to get more help and care for the service users when there was a physical threat. The focus is on addressing essential needs only, where psychosocial care is not considered to be such an essential need. Vike et al. (2002) argue that the welfare state is simultaneously engaged at the local level in two contradictory projects: delimiting itself financially and administratively as well as stretching out to accommodate a wide range of needs. They also hold that state authorities handle these challenges at relatively high levels. It is only further down in the organisational hierarchy that the municipality's inability to realise the welfare ambition goes from being an abstract to a concrete dilemma (Vike et al., 2002) . Difficulties arise when there are overwhelming expectations and requirements, at the system level, of the home care services, while these services are left with limited power and/ or resources to meet these requirements. This may be the backdrop of the challenges identified in this study. Home care cannot meet all the needs of either care partners or service users without there being a correlation between what is communicated at the system level and the means of realising this in practice. When the system focuses on cost effectiveness and utility, person-centred principles disappear, as economic incentives create clear guidelines for home care services (Kassah, Nordahl-Pedersen, & Tønnessen, 2014) . Consequently, it is difficult for home care to focus on upholding the individual when the principles do not support this. By enabling home care staff to do their job according to the law and regulations, care partners and patients are more likely to get the support to which they are entitled.
| Limitations
There was a challenge in recruiting care partners, and the final selection consisted of only six care partners. It is reasonable to assume that those care partners who were too exhausted or busy to participate could have provided more and different information compared to those who did have the time and energy to participate. However, the participating care partners shared rich stories about their experiences, providing a solid foundation for this study, although the low number of care partners who participated limits the transferability of the findings. Detailed descriptions of the methods and context and rich presentation of data, on the other hand, can help transferability. Furthermore, hermeneutics can also be said to concern the uniqueness in "one voice," the power of the particular that each and every story contains (Moules, Jardine, McCaffrey & Brown, 2013) . Another weakness of the study is that the care partners have been investigated as a homogeneous group, despite previous research showing that there are differences in, for example, how parents and partners experience being care partners.
| CON CLUS ION
The care partners' experiences of collaboration with home care services span a continuum. However, their descriptions of collaboration routines indicate that few or no systematic procedures exist. They receive little information, are rarely included in decision-making processes and seem to lack basic knowledge about legal rights. The care partners requested more information, time for their own activities and the opportunity to remain in their original family role. The care partners carry a great responsibility but make no demands until absolutely necessary. When help is received, they are mostly concerned about getting sufficient help for the service users and are particularly concerned about psychosocial needs.
Care partners and staff in home care share a sense of powerlessness, where they have little or no influence over their everyday life. Care partners and service users do not get the services to which they are entitled, and the staff have restricted resources to meet their needs. The care partners appear as invisible cornerstones, who are unable to escape their responsibility. There is a need for a systematic, person-centred approach to collaboration. A correlation is necessary between what is communicated at the system level and the means of realising this in practice in order to allow home care to meet care partners' needs.
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